Abstract Despite the crucial role hospital assisted delivery plays in reducing maternal and perinatal mortality and morbidity rates in Ghana, there continue to exit a gap between women who fully utilize antenatal care service but deliver outside the hospital. This study was conducted in Assin Fosu in the Central Region of Ghana, where maternal mortality rate is higher than the national average. It was to examine why women prefer to deliver outside the hospital. A qualitative approach was adopted to gather data through an in-depth-interview from 45 respondents. The results revealed that the use of TBAs and home delivery were preferred by some women despite the availability of hospitals because a number of them believed that institutional delivery was only aimed at women who experience obstetric complications. Attitude of public health workers and financial constraints were the two major factors that prevented women from accessing and using institutional deliveries.
Introduction
Globally, it has been estimated that approximately 1000 women die each day from pregnancy-related complications. 99 percent of such deaths occur in developing countries and more than 50 percent in sub-Saharan Africa [1] . Though the recent worldwide statistics show a significant decline in maternal and child mortality, the rates are still high among developing countries, especially in sub-Saharan Africa. The lifetime risk of maternal deaths according to the World Health Organization (WHO) in sub-Saharan Africa is estimated at 1 in 39 as compared to 1 in 290 in South-Eastern Asia and 1 in 3800 in developed countries [2] . Ghana has persistently unacceptable high maternal mortality ratio of 350 to 100,000 live births as at 2012 [3] . Therefore, the Millennium Development Goals five (MDGs 5) sought to improve maternal health and this has currently been reinforced by the Sustainable Development Goal three (SDG 3) which also seeks to ensure good health and wellbeing.
Among the causes of maternal mortality, unsupervised delivery has been known to be one of the leading indicators. There is, therefore, the emerging consensus in literature that a greater proportion of all these deaths can be prevented if deliveries are overseen by skilled midwives. Research has shown that some of the best strategies to improving perinatal outcome of both mothers and their babies is the assistance by healthcare professionals during childbirth who have the expertise to deal with complications in childbirth as well as the existence of effective postnatal healthcare system especially within the first 24 hours of delivery [4, 5] . Hence, this makes the place of delivery essential to maternal mortality [6] .
Generally, women have a different preference for their places of delivery. Whiles majority prefer to deliver in the hospital, others prefer non-facility delivery; a rational choice decision usually made out of existing or perceived socioeconomic constraints [7] . Sub-Saharan Africa records some of the lowest facility delivery rates in the world. The results of a study across 28 countries in the sub-Saharan African region have shown that only as low as 47% women deliver in a health facility [8] . It was also observed that whiles some women access antenatal care (ANC), they actually do not go back to deliver in the healthcare facility. This was also found in an earlier study by Telfer, Rowley and Walvaren [9] in Gambia that the proportion of women who utilize ANC and delivered at the hospital was as low as 30%.
In Ghana, there is also a gap between women who utilize ANC but deliver elsewhere. 'Elsewhere' in this paper represents women who do not deliver at supervised places. The Figure In the chart above, women who attended ANC at least once increased considerably from 82 percent to approximately 97 percent between 1988 and 2011 respectively. Though women who attended ANC at least four times also increased from 59 percent to 85 percent within the same period, there was a reduction in the number between the two groups (one-time visit and four or more visits). Interestingly, the number of women who delivered finally in health facilities reduced drastically. In an effort to encourage the attendance to ANC and supervised delivery, Ghana in September 2003 introduced the fee-free delivery exemption policy for users of maternity services from paying fees [11] . Even though it brought about a slight improvement, the problem still persists.
Taking 2011 into consideration, the data showed that as many as 97 percent of women attended ANC at least once and 85 percent also attended at least 4 times, but only 68 percent registrants actually delivered in a health facility. The question then is where did the remaining women (29 or 17 percent) go? Although the number of attendance has been used to describe the problem, the interest of this paper is in the gap that has been created because the percentage of registrants has consistently been higher than the percentage of deliveries. With this description of the gap, this paper answers three key questions; (1) Where do women prefer to deliver? (2) What factors influence preferred places of delivery? and (3) What are the effects of the place of delivery on the mother and baby's health?
The underlying theory of this study is the rational choice theory. Sociologists and other scholars within the social science disciplines have used this theory to explain the character of people towards a course of action. They explain that the actions of people are fundamentally guided by a cost-benefit analysis of the action before undertaking it [7] . The theory was first pioneered by sociologist George Homans [12] and over the period of time, many economic and health theories have adopted the theory to explain people behavior towards the production and consumption of goods and services. Basically, the theory argues that the decision of people to take a course of action, either to engage in an activity or refrain from an activity are usually guided by the individual's assessment of his own goals and preferences after carefully evaluating the outcome of the actions. Usually, this rational decision is undertaken after carefully evaluating the outcome of all existing alternatives. The final choice is presumed to give the individual the maximum satisfaction, usually in the midst of resources constraints and existing culture within a particular space and time. Conceptualizing the theory in the context of this study, individuals make deliberate and calculative efforts to make choices that will be beneficial to them. This means that the choice a woman makes to deliver in a hospital or with a TBA is rational. She considers the benefits, challenges, gains, and disadvantages with each choice before arriving at a final decision.
Study Area
According to the 2010 Population and Housing Census, Central Region, like other three regions (Northern, Upper West and Upper East) recorded maternal mortality figures higher than the national average. The maternal mortality for Central Region is 520 per 100,000 live births as compared to the national average of approximately 485. Out of the 17 districts in the region, Assin North recorded the second highest in maternal mortality in 2012. Since Assin North municipal is a large district comprising 21 communities, the capital Assin Fosu was used in this study. It is mainly a farming and trading community with a population of 20,541 [13] .
The population is largely youthful. About 40 percent of the population, aged 12 years and older in Assin North have never married while about the same percentage is currently married. 11 percent of the remaining group is widowed with the others either separated or in an informal or consensual union. The proportion of females who are illiterate is higher than that of males. The number of people with only basic level education is very high. The proportion currently pursuing tertiary programs are males (1.7%) and females (1.1%).
The Francis Xavier General Hospital is the biggest (mission) hospital in Assin Fosu. It provides a wide range of health care services and it is the nearest referral hospital that serves the Assin North Municipality and its environs. With the introduction of the National Health Insurance Scheme (NHIS) and the broad range of services it provides, most of the local people prefer to seek medical care directly at this hospital. There are also five (5) registered private clinics, polyclinics and maternity homes well spread in the Assin Fosu community which supplements the efforts of the only public health facility available.
Methods
Within the scope of this study, the researcher adopted a qualitative method in data collection. The use of this method enabled an in-depth understanding of the phenomenon as it allowed the researcher to ask follow-up questions to clarify issues [14] . Respondents were sampled based on convenience and their availability and they were interviewed at their workplaces, mainly the market or in a retail shop.
Different groups of participants were selected as part of our study population. The sample comprised of both women and men (who are involved in the decision-making process about delivery), healthcare providers (i.e. health professionals, including midwives and nurses, private clinic operators) and Traditional Birth Attendants (TBAs).
Using the saturation method as a guide, a total of 31 women (i.e. all women in their reproductive ages including; the pregnant, young and old), 4 TBAs, 2 nurses, 1 midwife, 6 men and 1 church priestess were interviewed. This means that the total number of people used for the study was 45.
The responses from the interviews were transcribed, coded and themes were generated from the codes that were developed. Thus, based on the trends of responses that were observed, the results were grouped under thematic areas. Therefore, the main method used for the presentation of the interview data was thematic analysis.
Results and Discussion

Preferred Places of Delivery
The question of where women intend to deliver or actually delivered seemed to get most respondents thinking and recollecting old memories. Responses derived can be grouped into three categories: delivery at a health facility, at home with TBAs and at prayer camps. Out of the thirty-one women interviewed, twenty-four preferred to deliver at health facilities, six preferred home deliveries and only one preferred delivery at a prayer camp. The preference of majority of the women to deliver in a healthcare facility is consistent with studies that have been conducted in countries such as Democratic Republic of Congo [15] , Kenya [16] , Nepal [17] , Tanzania [18] and even an earlier study across the three ecological zones of Ghana [19] . In all these studies, majority of the women in the sample either delivered or preferred to deliver at a healthcare institution. It was found that even though each woman had her preference for where to deliver, they all started antenatal care at a hospital facility. This was mainly to check for obstetric complications. Most of them believed that once they do not have any complications such as pregnancy-induced hypertensions, anaemia, ectopy and others, they could safely deliver their babies in the church or at home. In their study, Amooti-Kaguna and Nuwaha [20] found that women's high preference for institutional delivery is sometimes influenced by abnormal pregnancies which need professional healthcare assistance compared to normal pregnancies. This shows the decision (rational choice decision) of a woman to deliver at a particular place is a function of her previous experience and perceived delivery outcomes, which are both subject to existing or perceived socioeconomic constraints.
Delivery at another Health Facility
From figure 1, a gap was observed between ANC registrants and deliveries. This gap does not necessarily mean the women who did not go back to the health facilities where they attended ANC had an unsupervised delivery. Thus, some women delivered at health facilities they did not attend ANC. Health facilities come in the form of hospitals, maternity homes, clinics or polyclinics. Why these women actually delivered in another health facility is explained by unanticipated outcomes. These include complications, emergency or sudden births and relocation.
Some had complications along the line and they had to be transferred to a higher-level hospital for assistance. Most of these women had to go through cesarean sections (CS). Others also had sudden births and might have had to be rushed to the nearest health facility. Most of the women who were delivering for the first time also had to relocate to their mother's places because they had no or little experience with childcare. One said;
With On another hand, although some attended ANC at a public hospital, it is actually a private hospital they delivered or intended to deliver. This was mainly due to the perceived bad attitude of nurses in public hospitals. A woman lamented:
One nurse embarrassed me so much when I was delivering my very first child. I didn't know I had to shave before labor. During my pregnancy, because of my big stomach, it was very difficult to bend and shave so I had not shaved for months. When the nurse saw my pubic area, she quickly ran out screaming and calling all the other nurses to come and see. I felt so bad and even started crying. Since then, I delivered the rest of my two children at a private hospital. I don't know why nurses have to be so rude. And the worse of it is it happens in almost all public hospitals! So, if you have the means just deliver at a private hospital to avoid being insulted and tortured (female, secretary).
Most women who have assessed these factors and are 'well-to-do' preferred to deliver at private hospitals where they can enjoy quality health care compared to delivering at government hospitals, with TBAs, or prayer camps. This is also evident in the work of Mrisho et al [21] . According to them, quality of services was perceived to play a major role in the choice of place of delivery. For example, some women decided to go to private health facilities, where they had to pay, despite government health facilities with free delivery services due to the quality of care given them at the private health facilities.
Domiciliary Delivery
The interest of the paper lies in women who had an unsupervised delivery although they went through ANC in a health facility. In 1997, WHO and many safe motherhood advocates turned their attention from the training of TBAs to skilled birth attendants for all and calling for new roles for TBAs rather than conducting deliveries. It was advocated that all pregnant women must go through a supervised delivery. Also in 2010, the Ministry of Health released a joint communiqué with WHO to ban TBAs from conducting deliveries in communities that already had health facilities.
Therefore, it was interesting to investigate why some women still prefer to deliver elsewhere. From the interaction with the women, none of them knew about this policy from the ministry. Although the TBAs had knowledge of the policy, they also did not stop the women from coming to patronize their services. The services of TBAs was initiated by the WHO in 1987 in Nairobi, Kenya, through the launching of the Safe Motherhood Initiative, aimed at ensuring women have a safe pregnancy and childbirth [22, 23] . Despite the low literacy among TBAs, studies have shown that they play a crucial role in the maternal health of women especially in developing countries like Ghana. It had been reported that around 30% of neonatal mortality could be reduced by implementing skilled birth care services [24] . In Ghana, the first practical step toward the use of TBAs by the health system was on the Danfa project in the 1970s. As part of extending public health care to rural communities as a result of the 1978 Alma-Ata Declaration, the training of TBAs assumed a national character. This earlier TBA training programme was to improve perinatal care.
The stories behind delivering at home were much expressed with passion by the respondents. All of them seemed to despise health facility delivery with much enthusiasm. They expressed the considerable delay in hospital delivery as a major reason as also expressed by Senah [25] , who identified six delays in hospital delivery. They include; delay in arriving at the facility (transportation challenges), delay within the facility (no competent personnel, inadequate equipment), delay in producing requirements (such as detol, diapers, gloves, cot sheets etc.), delay in recognizing the problem, delay in taking a decision (especially by nurses) and delay in post-partum care.
Some of the reasons the respondents gave for their choice in domiciliary delivery also revolve around these delays. They gave reasons such as; TBAs being patient, TBAs effective traditional assistance to aid delivery, domiciliary delivery being a family tradition, perception about the bad attitude of nurses towards women in labor, domiciliary delivery being less expensive, and high knowledge of traditional medicine, among others. Most of the women therefore preferred not to deliver in the hospital but elsewhere because they considered the hospitals as inappropriate childbirth environment. This can be inferred from some of the responses they gave such as: I went to ANC to check if everything was OK. But its home I preferred to deliver because that is the family tradition. The TBAs are equally good and can handle all complications. In the case of my last born, the after birth (placenta) did not come out after the delivery. So, the TBA immediately peeled some plantains and pushed it into my mouth down to my throat. When I tried to vomit, all the afterbirth dropped within some few seconds. The hospital could not have done this (woman, farmer). Another said:
I prefer delivering at home because when you are in labor, even if it's a day, the TBAs spends the whole day with you. They have a lot of time for people. They will sit by you to wipe your sweat. But at the hospital, they will keep moving up and down and you will lie there dying and you don't seem to know what else they are employed to do! My advice is, if you don't have a friend at the hospital, don't deliver there (woman, trader)! A man also commented: Whenever my wife goes into labor, the first thing I do is call a TBA. If she (TBA) believes that the labor can be managed at home, we deliver at home. We can't afford all those items on the list the hospital expects. The most annoying is if some of the items are unused they won't return them to the woman. We have confidence in the TBAs. They don't demand those lists either. (male, trader). Another added:
I hate nurses. I hear stories where they are so cruel to the patients that some die when nurses could have really saved them. A friend told me that when she was in labor, her husband had to actually bribe all the nurses and the midwives before they paid attention to his wife. The women in labor were many and what is so special about you in particular for them to give you a lot of care? Unless they are bribed! They actually call it 'tip' but I know its bribery. I prefer home delivery (female, unemployed). A female student also added that:
I was a teenager when I got pregnant so I felt shy to go to the hospital. My mum insisted I went but I couldn't imagine myself sitting with grown-ups in a queue and some staring at me with inquisitive eyes or even the bold ones asking me questions. So, I never went and when I was due to deliver too, I went to a TBA. These findings support the tenets of the rational choice theory and findings from the work of Amooti-Kaguna and Nuwah [20] . Amooti-Kaguna and Nuwah [20] found in their work that women who preferred delivery with TBAs gave the most prominent reason for their choice as the potency of traditional medicine/herbs; which is said to have various roles such as making the fetus to grow well, cleansing the birth canal, treating and preventing some sexually transmitted diseases, and preventing and treating abnormal vaginal discharges.
Also, according to Titaley et al. [26] , the flexibility of the payment method for TBAs was more convenient for most women. They again confirmed that TBAs were more mature, patient and caring as compared to nurses and midwives. Nogueira [27] and Jewkes et al. [28] also reported in their study that part of the problem lies in violence committed by health workers, which affects health-service access, compliance, quality, and effectiveness. The abuse of health workers, especially nurses, reflects in neglect, verbal and physical abuse. Expectant mothers were also said to have been abused if they had never attended ANC or if they have had many children already [20] .
Superstitious beliefs about Pregnancy
Another contributing research finding from this paper that was not so evident in the literature is the superstitious beliefs of the people. Each culture has its own beliefs regarding pregnancy. Some of these beliefs cut across sicknesses, labor, appearance and eating habits. For instance, a pregnant woman should not eat pawpaw, snails or eggs. The belief is that if she eats snails and eggs, she is chewing her unborn baby and if she eats pawpaw, the baby's head will be too soft. Some of the beliefs about her appearance are, she must not tie clothes around her neck otherwise the baby will tie its umbilical cord around itself and that will make it very difficult to push it out.
She must not retarch (perm) her hair because if she does, she is cooking up the baby. She must not use a comb to split her hair when braiding or else the baby will be born with cuts all around its body. She must not help someone to put down a load without a 'protection' or charm on her (the pregnant woman) otherwise if the other woman she is helping has a 'bad eye' (witch), she can kill the foetus. Lastly, the pregnant woman must not eat outside her house or she can be given 'asram' from someone with a 'bad eye'. 'Asram' is the shrinking of the baby so that the baby delivered is as little as a lizard. The forehead turns green and more often they die within a week after delivery.
Even though these beliefs might affect or restrict the pregnant woman in one way or the other especially with the beliefs concerning the foods, the superstitions that really affected their place of delivery are the ones with regard to exposure of the woman in labor. Exposure can happen in two instances.
In the first instance, the body of the woman in labor must not be exposed otherwise she can be given the 'asram'. However, as a result of the excruciating pains, some women remove their clothes in a quest to seek some relief hence, exposing their bodies in the presence of both staff and patients who might have a 'bad eye'. On the other hand, the midwives come in once in a while to insert their fingers into the parturient's vagina as a way of checking the progress of dilating and by so doing exposing the woman's nakedness the more. Therefore, in order to evade all these and the risk of being given 'asram', she might opt to deliver alone at home with just a TBA.
In the second instance, the woman in labor must not be seen or heard by people. For example, one elderly woman said;
When you are in labor, people shouldn't hear you are in the hospital still waiting to deliver. Don't go too early to attract eyes. If people hear you have gone to the hospital for days to deliver, a witch can just remove her slippers and step on the ground barefooted. If they do that, you can never deliver. All they should hear is you have delivered. Then, it will be too late for them to do anything to you (elder woman, farmer).
This means that labor should be in secret and in a solitary place that does not call for attention. Hence, this is the reason for the domiciliary delivery. Various studies have 326 "Why We Deliver Elsewhere": Women's Preferred Places of Delivery and Their Effects reported barriers embedded in the beliefs and traditions of communities, the perception that health professionals do not pay sufficient attention to traditional norms of the society [29, 30, 31] . Ishikawa et al. [32] indicated that following traditional practices can also affect women's preferred place of delivery. That is, where the women in a family usually delivered is another strong social barrier to delivering in a health facility. West Africa has been identified by the UN as where superstitions run rampant, as the old practices of witchcraft, voodoo, juju, and marabou, brought about through old traditions and culture and the practicing native spiritual mediums of the area [33] .
Delivery at Prayer Camps
Even though traditional practices attract Ghanaian women because of their time-tested methods, others chose to turn to their religion when it comes to having babies. And, indeed, since religion is so integrated into every aspect of life, why would childbearing be excluded [34] . None of the men interviewed wanted their wives to deliver at prayer camps. Of the respondents who preferred delivery at prayer camps (only one woman and the church priestess) gave mainly biblical reasons for this choice. They expressed the gratification for prayers offered them persistently till labor was over. They believe that childbirth was instituted by God and hence, delivery should be done in the house of God.
She gave her reason as:
Labour is a matter of life and death. At the prayer camp, if you are in labor, that day's service is for just you. You have the entire congregation supporting you in prayers. You will hear all of them praying outside the tent. This inspires, and energizes you, for you know you have heavens support. It takes away all fear (trader).
This, as well as the overall findings of this study concerning women's preferred place of delivery (healthcare facility, at home or prayer camp) shows that individuals make a deliberate and calculative choice just as the rational choice theory postulates.
Effects of the Places of Delivery on the Health of Mother and Baby
Interestingly, authorities in delivery (i.e. midwives, TBAs and the prayer camp priestess) gave opposing opinions about the effect of the place of delivery on the health of the mother and baby. Each of them claimed their facility was the best and condemned the other.
From the perspective of the TBA, delivering at their end had very little negative consequences on both the mother and the baby because it is less scary for the women as compared to the hospitals. They explained that some women are naturally afraid of hospitals because of the nature of the machines and equipment they use on the women. Others also complain of the smell that is in every hospital which makes them feel sicker and the worst part is seeing the next person die (before, during or after labor), which scares them and make them feel they can also die.
In the view of the TBAs too, the place a woman delivers can result in death. They believe home delivery has fewer effects on the mother because the women are pampered, it's less scary (because there are no huge machines) and it is more affordable. All of them indicated that not even a single woman or baby has died in their hands for the number of years they have worked as TBAs. They again added that they charge very little and sometimes, nothing at all for assisting a woman's delivery. They all admitted that their work is more of a missionary job than a business. Some of their responses are as follows. One TBA said;
Midwives and nurses don't have time for patients due to the large number of patients they receive every day. They even shout at women in labor but we pamper them. Should you go to the hospital to deliver at a time, and they check the expected time to deliver and you still have not delivered, they take you straight to the theatre and cut you open. But for us, assuming you come at 6 am and you are expected to give birth even at 4 pm we have time for only you to wipe your sweat and tears. If the woman is still strong, we even walk around with her chatting until she is due to deliver. The hospital also has a lot of machines that even scare the women. With hospital delivery too, they don't mind seeing you die if you can't afford the cost and the list but we, on the other hand, do not demand any list or money. (female, TBA).
To the nurses and midwives, childbirth is a matter of life and death and hence should be handled by experts who have acquired professional training. According to them, the place of delivery is very vital to the survival of both the mother and baby. Some of the effects associated with the places of delivery are; ability to handle unexpected complications and perform cesarean sections. They explained that in cases where the mother has complications such as pregnancy-induced hypertension (PIH), hermorrage, ectopy, anaemia, sepsis, obstructed labor, breech presentation, the doctors can easily help by giving blood, drips or perform cesarean sections to save the mother and baby or at worst one of them.
In addition to the above complications for which a woman should deliver at the health center, the private hospital nurse also stressed that the woman should deliver at a place where good professional care is assured. At the private hospitals, they are given professional treatment and special care that make patients comfortable and content. Mrisho et al. [21] also confirmed that most women wish to deliver in private hospitals because the personnel at these hospitals are perceived to be very caring even though their services are expensive. They added that most women preferred the presence of their husbands or other close relatives during delivery, which private health facilities allow. Therefore, pregnant women who could as well afford the services of the private hospital should patronize it. These reasons support the view of some of the respondents in this study as evidenced by this statement from a retired midwife:
The hospital is the best. There are so many complications in pregnancy and childbirth like pregnancy-induced hypertension, sepsis, ectopy, obstructed labor, haemorrhage, anaemia, some even have STDs and in each case, they should be attended to in delivery especially. But the TBAs cannot determine these complications. If they see anything odd they will inject the patient using bulb syringes with herbs or insert some concoctions. More often, they give the same herb medication to different health cases. Finally, when they realize they cannot handle the situation, they push them to the hospital and by the time they get to us, we can do little or nothing about it. Then they die in our hands but the TBAs killed them! (female, retired midwife). On the part of the church priestess, delivery should be supported by the presence of God. She believed birth was instituted by God and hence has no negative effect when done in the 'house of God'.
The results indicate that each of these 'delivery attendants' have in-depth knowledge and experience in their area of work. Each of them expressed the need for patients or women to patronize their services instead of the other. On the side of the respondents, while some of the respondents believed that the quality of services in terms of care and support received from nurses and midwives contributed to higher chances of survival, others also placed much significance on their ability to evade death due to the hospital's machines.
Therefore, the mother-to-be or patient must assess the pros and cons of each of these services and decide which one is best for her. A key strategy to reducing maternal deaths is the 'health-center intrapartum care strategy', where qualified skilled workers manage labor, effectively manage complications and are supported with effective referral systems for specialized care when needed [35] . It is for the safety of the mother and the baby that the country has banned the activities of the TBAs. Three of the TBAs who were interviewed and aware of the policy on the ban of their activities did not want to comment on it. The fourth person who commented briefly said they could not stop the women from coming to their end because the women could not afford the cost of a hospital delivery.
One finding from this paper that was contrary to the literature was proximity. Although proximity to health care facilities is an underlying issue for selecting delivery health care services, as also shown in previous literature [17-21, 36, 37] , it did not seem to be the case in Assin Fosu. The Francis Xavier hospital, which most of the indigenes sought medical assistance was located right in the center of the town. In as much as there were many bad roads, they have a good road network that made transportation relatively easier as compared to other areas in the literature.
Another finding that was contrary to what has been discussed in literature is the role of men in the decision of the place of delivery. According to Amooti-Kaguna and Nuwaha [20] and Mrisho et al [21] , the women admitted that the decision of place of delivery mostly depended on the husband. They continually quoted that the husband was 'the money maker'. Others who were also mentioned included the mother, mothers-in-law, aunt, sisters or counsel from TBAs and sometimes from health workers were also mentioned as influencing the choice of place delivery. Surprisingly, only one man confirmed that he takes the decision on the place of delivery. Most of the men interviewed asserted that they gave their wives the privilege to take that decision to compensate for the pain they go through. Almost all the women also reinforced that their husbands allow them to make the decisions on their preferred place of delivery.
Conclusion and Recommendations
Maternal mortality is disturbing in the lives of women. However, it is possible to reduce and even prevent it if the place of delivery is given an important look. Delivery at home cannot be branded as harmful even though it may have some major health implications for the mother and baby when there are complications. Just as this study supports the rational choice theory, that people make a conscious decision with each choice they make, many women will still deliver at home given the reasons they have elaborated. This makes it impossible to eliminate the services of TBAs and hence the policy to ban their operation should be reviewed. TBAs must be trained and equipped with instruments to meet formal and hygienic standards of delivery in order to save more lives. Experiences from other countries indicate that skilled attendants can be better promoted in a system that integrates traditional with the modern health system [26] .
The study recommends that the Ministry of Health and the Ghana Health Service should eradicate abuse perpetrated by health-care workers against patients. Health workers need periodic training especially in the areas of communication with patients that includes mutual agreement and decisions on treatments, and recognition that they are ultimately responsible for the lives of their patients. Information, education and communication interventions targeting behavior change should address the various negative socio-cultural beliefs that people hold about pregnancies which have negative consequences on the wellbeing of mothers and the child. Policymakers should also take note that policies can be made but if they are not in line with the community belief systems, it will be difficult for them to yield their expected outcomes.
Future studies should also explore for important motivation factors that can help improve communication between traditional birth attendants and the formal health system. Again, future research should employ a mixed method approach to complement the weakness of the qualitative approach.
